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Case Report
Colorectal perforation induced by anorectal manometry 
is very rare. 7 cases have been published in four reports 
(5 males, 2 females, age 63 – 78 years) [1–4].  Park et al. 
calculated an incidence of 0.13% for colorectal perforation 
during anorectal manometry [4]. Therapeutic measures to 
manage such complications are not standardized [5] but 
include conservative approach with antibiotics without 
intervention, surgical closure or endoscopic maneuvers 
such as clipping or suturing utilizing corresponding 
devices. Here we report the case of 86 year old patient 
that suffered a large middle rectal perforation during an 
anorectal manometry. 
Novel endoscopic techniques are supplanting 
traditional surgical procedures for several conditions. The 
OverStitch (Apollo Endosurgery, Austin, Tex) (Figure 1) 
is an endoscopic suturing device enabling full thickness 
tissue apposition [6].  The device is attached to a double-
channel endoscope consisting of a curved needle driver 
with the ability to release and recapture the needle. By 
that full-thickness stitches can be placed in a variety of 
suture patterns. After suture placement, the needle is 
released and does serve as tissue anchor. 
Utilizing the Apollo OverStitch-system we immediately 
after detecting the perforation post-manometry did close 
the large perforation (Figure 2). Under analgosedation 
in a 40 minute intervention we could endoscopic suture 
the perforation (Figure 2). Technically the device was 
introduced with over tube; sutures were placed without 
helix but adaption of tissue by forceps. A total of four 
individual stitches were carried out, the final placement 
being a figure of eight.
Rectal perforation by anal manometry is a rare event. 
Five of the affected patients reported in the literature had 
previously undergone rectal resection for rectal cancer. 
Grade III hemorrhoids and mucosal prolapse were found 
in one individual. No colorectal disease except stool 
incontinence was present in one female patient. Here, the 
patient has had mucosectomy for rectal mucosal prolapse 
years earlier that might have caused scaring as underlying 
risk factor. The treatment options are divers but we do 
think that immediate endoscopic closure seems to be a 
favorable approach. Endoscopic suturing enables repair 
without need for utilizing an operating theatre or general 
anesthesia and is readily available at least in specialized 
tertiary centers. In fact, the same technique has been 
applied before for colonic perforations [7] showing even 
favorable results as compared to clipping. 
The patient has been asymptomatic ever since. In the 
clinical visit 4 days after the procedure we could palpate 
the suture which did heal without problems. Bowel 
movements were painless and outcome for the patient 
fine.
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Figure 1: A, Apollo OverStitch needle and tissue helix. B, Device control handle (modified from Abu Dayyeh et al [8]).
Figure 2: A, large rectal perforation with dashed line indicating rim of intact mucosa; B, Suture device on-site having placed first stich adapting 
the two rims defining the perforation site (left and right dashed lines); C, suture lines during maneuver; D, after three stitches almost and E, 
after last suture full closure of defect.
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